Mexico border region contributes to our ability to respond to HIV-related health disparities in Hispanic populations in the border region and beyond. Nurses have much to contribute to community-based efforts to promote societal and structural changes to reduce HIV risk, and bring unique expertise, experience, and perspective to community mobilization efforts. The purpose of this article is to explore strategies in disseminating HIV health education information and research findings in rural areas along the U.S./Mexico border. We conducted a needs assessment of clinics serving rural areas to enhance our dissemination and outreach efforts and to inform the development of culturally and linguistically appropriate health education materials.
ONAP developed strategies and overarching goals to reduce HIV infection, improve treatment engagement and outcomes, and reduce HIV-related disparities (ONAP, 2010) . Reducing sexual health disparities is a key aspect in achieving health equity, and requires prioritization of groups most at risk for HIV/STI infection and least likely to have regular access to preventive healthcare.
The focus of HIV/AIDS prevention has been to move from individual risk behaviors to community mobilization focusing on empowerment (Harper, Willard, & Ellen, 2012; Parker, 1996) . Community mobilization "engages all sectors of the population in a community-wide effort to address a health, social, or environmental issue… [and] empowers individuals and groups to take some kind of action to facilitate change" (Centers for Disease Control and Prevention, n.d.).
Coordinated by the local Department of Public Health, our HIV Community Mobilization
Team was convened in 2013, and over a period of several months developed a cohesive mission Lesbian, Gay, Bisexual, Transgendered (LGBT) community, healthcare providers, school-based personnel, faith-based organizations, and media groups, the team aims to mobilize community support for their mission. Our participation in this initiative sparked a desire to increase engagement with practitioners in rural areas, and to contribute to their ability to recommend appropriate sexual health screening and services for their clients, most of whom are Hispanic of Mexican origin.
A growing body of nursing research highlights the need for addressing HIV-related health disparities among Hispanics (González-Guarda, Florom-Smith, & Thomas, 2011; González-Guarda, Vasquez, Urrutia, Villarruel, & Peragallo, 2011) although most of the literature focuses on individual risk and risk reduction as opposed to social and contextual changes. Recognizing and responding to the diversity of Hispanics in the U.S., our research in the U.S. -Mexico border region contributes to our ability to respond to HIV-related health disparities in Hispanic populations in the border region and beyond. Nurses have much to contribute to communitybased efforts to promote societal and structural changes to reduce HIV risk, and bring unique expertise, experience, and perspective to community mobilization efforts.
Community involvement has been shown to increase effectiveness of outcomes in HIV/AIDS programs. Community involvement facilitates conversations in communities to empower HIV/AIDS affected communities to take ownership of their health, in turn increasing health enhancing prevention behaviors (Campbell & Cornish, 2010 The purpose of this article is to explore strategies in disseminating HIV health education information and research findings in rural areas along the U.S./Mexico border. The term "rural" is defined differently by government agencies and healthcare organizations, and is often a designation applied at the county level. For the purposes of this project, "rural" is defined as an area outside of the metropolitan city limits in which residents have limited access to primary care and public health department services because of distance, lack of transportation, and/or limited availability of services at satellite clinics. Because of our location in the border region, many of the areas served through this project are considered colonias -residential areas characterized by a lack of infrastructure such as water, electricity, sewer, roads, and other basic necessities. Colonias tend to have high unemployment and poverty rates, as well as increased health risks due to living conditions. In El Paso County alone, there are more than 300 colonias (Mora & Schultz, 2013; Texas Secretary of State, 2013) . Many of the areas served through our project are adjacent to counties designated as rural by state and federal agencies, and our dissemination strategies are designed for geographically defined rural areas as well as 8 demographically similar regions adjacent to these boundaries. Although geographic designations often define rural areas for funding and/or service eligibility purposes, poverty and limited access to healthcare services rarely fall neatly into geographic areas. Healthcare teams serving rural areas should be aware of the complexity of rural health issues and the inconsistencies in definitions of rural across programs and policies.
HIV Rural Community Needs Assessment Process
Recent research conducted by our team assessed HIV risk behavior knowledge among a community-based sample of Hispanic (mostly of Mexican origin) men and women; significant gaps in knowledge were identified especially in terms of safe condom use (Martinez, ProvencioVasquez, Mata, Arredondo, & DeSantis, 2013) . These gaps in HIV risk behavior knowledge likely exist in our regional urban and rural populations, and discussions about risk knowledge can be part of clinical and community-based services. This research and community collaboration strengthened local existing community partnerships, and began broadening the scope of HIV discussion with practitioners. Health education is one way for clinicians to address individual risk knowledge and behavior. Accordingly, through this project we conducted a needs assessment of clinics serving rural areas to enhance our dissemination and outreach efforts and to inform the development of culturally and linguistically appropriate health education materials.
Setting
El Paso, Texas has a population of more than 800,000 and shares a border with Ciudad Juarez, Chihuahua, Mexico. El Paso city's limit extends to Mexico and cities of southern New (mostly of Mexican origin), and many residents lack health insurance as well as access to regular medical care (Mora & Schultz, 2013) .
Method
The HIV rural resource dissemination project was developed to assess services and resources related to HIV/ Sexually Transmitted Infections (STI) available in clinics serving rural communities. The long-term goal of our project is to bridge communication between local clinicians, our School of Nursing, and other stakeholders to improve community health services to rural populations on the broader topic of sexual health. The project prioritizes clinics in rural locations to determine services provided, familiarity with regional HIV/STI screening and treatment services, and staff preference for dissemination of community-based research results (e.g., through research briefs, staff trainings/in-services, or individual visits from university researchers and health education specialists). We also solicit input on developing culturally and linguistically appropriate sexual health promotion materials. For example, in a recent meeting with the entire caseworker team of one of our clinic partners, we shared our findings and they provided guidance on developing relevant and useful materials. This is a needs assessment rather than research with human participants; all information collected relates to services provided and preferences for dissemination of health education resources. Accordingly, an Institutional Review Board (IRB) did not review the project. However, the research studies mentioned here which provided the basis for health education materials were reviewed and approved by the University of Texas at El Paso IRB.
Development of HIV health information material.
When developing health education resources to disseminate research results from previous studies in the community, we first shared results with clinic partners serving people living with 10 HIV/AIDS. The initial feedback from practitioners enabled us to tailor the materials to our priority population and to design educational resources for clinic staff to use with clients in discussions of HIV risk reduction. Subsequent meetings with clinicians led to the need for educational materials that incorporated research results from local studies so as to make them more relevant to clients participating in discussions of HIV/STI risk and reviewing health education materials. Clinicians also suggested that these materials could be used to integrate HIV risk behavior knowledge into conversations with clients about sexual health and safer sex practices regardless of their HIV status. Ongoing discussions with clinic staff and practitioners helped our team realize that it was not only essential for patients being seen in HIV/STI care settings, but also in primary care and other clinic settings throughout the region. We began to prioritize rural communities and clinics where provider availability, transportation, and limited resources are often barriers to regular sexual health screenings and access to care.
Responding to input from our clinical partners, we are developing tailored health education materials including a waiting room presentation to show on clinic TV screens, colorful flipcharts that caseworkers can use as a visual aid when providing client education on safe condom use, and handouts designed to encourage clients to discuss these issues with their healthcare providers during their appointment. Our clinic partners found it helpful to brainstorm strategies to use local research results to communicate health education and risk reduction information with their clients. Evaluating and refining our dissemination strategies with input from our clinical partners will help us understand and respond to practitioner and client preferences.
HIV community mobilization collaboration.
As previously discussed, our team participates in a community mobilization effort organized through our local Department of Public Health, and contributes to the community's 11 discussion about HIV/AIDS along the U.S. / Mexico border. Collaborating in such discussion improves the facilitation of community change and increases social capital (Miller, Bedne, & Guenther-Grey, 2003) .
In our initial outreach in rural communities, we realized that many of the clinics lacked the resources to distribute condoms to patients, and through our participation in the community mobilization project we were able to connect with Department of Public Health staff and expand their outreach and condom distribution program to several of the rural clinics we visited. Thus, we are often able to extend the reach of health department resources to clinics outside of the city limits, and were also able to distribute condoms and sexual health education materials to clinics who otherwise might not have received these resources.
In meeting with rural clinicians and staff we have identified clinics who would like to offer material on sexual health to clients as a way to begin their conversation with the clinician.
During our assessment we were also able to identify additional services that are offered in New Mexico but not in Texas, such as a needle exchange program used in the field as a harm reduction intervention for injection drug users. Sharing these practices and services from bordering counties helps engage community stakeholders involved in the HIV Community Mobilization initiative, and broadens our perspective regarding policy alternatives and policy advocacy strategies.
HIV rural community needs assessment.
Clinics in outlying communities were located through internet searches, local resource guides, and word of mouth from nursing and public health colleagues. The nurse and the community health educator on our team contact clinics by phone to schedule a time to meet with 12 supervising medical assistants, and directors of community clinics. The 29 questions query respondents on community demographics, migrant worker services, and other questions related to the population served. Participants also discuss existing protocol for HIV/STI screening, availability of sexual health education resources, strategies for discussions of sexual health and HIV/STI risk during routine visits. They also provide input on how we can facilitate patient/provider communication on sexual health risk and screening. Many of the other questions were adapted from an existing measure (Lifson, et al., 2009 ) that evaluates clinic staff ability to screen for HIV and STI's, manage clients infected with HIV and STI's, and access most recent sexual health guidelines, prevention materials and reporting guidelines. Following discussions with clinic staff, our team left an informational handout describing the purpose of the needs assessment, our desire to collaborate with rural community clinicians and administrative staff, and our contact information. To date, we have met with 8 of the 17 clinics prioritized for outreach.
Lessons Learned From HIV Outreach Strategies
Our interdisciplinary team benefits tremendously from being able to assess services provided in outlying communities. As expected, clinic prioritization of HIV/STI screening ranged from "not much of a priority" to "high priority". Some clinics had informal referral systems to other practitioners that provide low-cost testing services in the communities they serve, while others mentioned that it was cumbersome to perform HIV and STI tests because the lab work took a while to come back with results taking longer than in the city. Most practitioners indicated that HIV/STI screening was based on either self-reported behavioral risk or presenting symptoms of HIV/STI's. Routine and universal discussions about sexual health were uncommon based on our assessment, and determination of behavioral risk is primarily at the discretion of the Online Journal of Rural Nursing and Health Care, 14 (1) http://dx.doi.org/10.14574/ojrnhc.v14i1.302 13 practitioner. As expected, most of the clinics we visited also had wait lists for enrolling new clients and wait times to schedule a visit for established clients were lengthy. Several of the clinics we visited did say that if a client or someone really did want to get a HIV/STI test quickly they would refer them to the public health department where they could be seen faster.
We did encounter some unexpected difficulties in conducting our needs assessment. Some agencies that were satellite clinics, or part of a network of clinics, needed approval from administrative personnel at other locations which in some cases took time to obtain. As recent graduates with little experience in clinical settings, we felt like we had an advantage in that we were highly flexible but we sometimes found it daunting to go through several layers of administrative approval before visiting a clinic. We also realized that because it is our area of research focus, sexual health education and prevention may be a higher priority to us than to rural healthcare providers. In addition, clinicians with limited resources are often focused on treating chronic diseases and have limited time to deal with sexual health promotion and education.
Implications for Practitioners
We recommend and are advocating for increased training and resources related to HIV/STI screening for practitioners serving rural populations. Increased capacity to integrate screening, referral, and education into routine clinic visits may improve prevention education, screening, and treatment engagement for STI's and HIV (Lifson et al., 2009) . Moreover, it is important that community health practitioners provide culturally and linguistically appropriate HIV risk reduction programs to reduce sexual health disparities (Lanier & Sutton, 2013; Rios-Ellis et al., 2008.) . 14 This is a foundation from which we can continue our work with rural practitioners, and look forward to collaborations that build on the strengths of nurses and health education specialists in primary care settings. Community outreach strategies that engage rural health providers along the U.S. Mexico border are relevant and replicable in communities throughout the U.S., especially those in which sexual health issues are often addressed as part of a routine clinic visit for other health issues. We anticipate providing resources to other rural counties that surround El Paso County, sharing health promotion and education materials developed based on local needs and data while learning more about their resources, challenges, and opportunities to promote sexual health and reduce HIV/STI risk. Translating local research findings into improved clinical practice and services can promote health equity among medically underserved people in our region. Prioritizing rural practitioners -who are often generalists and meet many of the health care needs of their community -is a replicable dissemination approach for nurses and other health professionals committed to building health equity. We look forward to learning from our colleagues in nursing and public health through our outreach and dissemination efforts.
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